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Objectives: To develop 3 point-of-choice campaigns to influence food choice in workplace cafeterias.
Design: Eight focus groups were conducted to guide campaign development.
Setting: Focus groups were conducted in the workplace.
Participants: University employees (n ¼ 36) aged 23–58 years (mean, 33.8 years).
Phenomenon of Interest: To explore ways to prompt changes in behavior.
Analysis: Transcripts were analyzed using thematic analysis.
Results: This study identified calories and saturated fat as information that would have the greatest influ-
ence on food selection. Participants want this information at the time the choice is made. Participants re-
ported limited time to eat at work, so converting nutrient density per 100 g or per serving to per portion
consumed from point-of-choice labels was not a priority. Participants said that they have more time to read
information in places where they line up for food, so at this point they are more open to persuasive mes-
sages. Effective messages urge the reader to take immediate action, which explains why they should chose
the behavior and how it will help them achieve health.
Conclusions and Implications: Point-of-choice campaigns were well received, but factors such as cost,
time, and availability of healthy food at work may shape choices to a greater extent than will nutrition
information.
Key Words: point-of-choice, food choice, workplace health promotion, nutrition label (J Nutr Educ Be-
hav. 2015;-:1-8.)
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INTRODUCTION
Foodsconsumedaway fromhometypi-
cally containmore calories and fat than
those prepared in the home.1 Frequent
consumption of food away from home
has been linked to higher rates of
obesity.2 One public health approach
that has been proposed to address the
role of food away from home in the
obesity epidemic is nutrition labeling
in restaurants and cafeterias.3Nutrition
labeling is most effective at the point
of choice and should therefore be dis-
played on menu boards or next to
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of Nutrition Education and Behavfood items.4 Recently, work-based
cafeterias have been targeted as an
important venue inwhich to inﬂuence
food choice.5 Most adults spend half
their waking life at work6 and a sub-
stantial proportion of daily calories
are consumed in this setting.7 Not
only that, the workplace offers several
advantages in that it provides access to
a large audience and opportunities to
inﬂuence employees' food choices on
a daily basis. Attempts to reduce calo-
rie and fat consumption throughout
the year, a potential outcome from in-
terventions in workplace cafeterias,
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improvements for employees.
Food choice is based on conscious
reﬂectionaswell asautomatic,habitual,
and subconscious processes.8 Point-of-
choice interventions work by targeting
the latter, interrupting habitual food
choice at the time the choice is made.
They function by changing contextual
cues in the environment to provoke
deliberation about the behavior. Any
suchdeliberationmay result in the sub-
stitution for a health-enhancing alter-
native.9 Point-of-choice prompts are
post-intentional or volitional aids to
health behavior because they exert
their effects after individuals have
decided to improve their health; the
prompt merely reminds individuals of
their prior intention, ensuring that the
opportunity for action is not missed.
On its own, a promptwill not inﬂuence
behavior; it must be preceded by an
intention to change.9-11 Thus, the
formation of a behavioral intention is
the starting point for behavior change
with any prompting campaign.
The Theory of Planned Behavior
(TPB)12 provides 1 approach tomodeling51 pm
1
Heart health Eat less saturated fat and live up to six years longer. A diet high in saturated 
fat can raise the level of cholesterol in your blood and increase your risk of heart 
disease. To protect your heart look for the slice of pie. The smaller the slice, the 
less saturated fat. 
Ditch and switch to protect your heart. For a healthy heart chose poultry or fish 
over sausages and burgers and avoid pizzas, pastry and sausage rolls.  For more 
ways to protect your heart, look for the slice of pie. The smaller the slice, the less 
saturated fat.
Weight control Ditch and switch to lose weight. You could save around 140 calories everyday 
by giving up one sugary drink and replacing it with a sugar free drink or water. 
Over a year that’s 51,000 calories. That’s equivalent to a stone in weight. For 
more ways to save calories and lose weight, look for the slice of pie. The smaller 
the slice, the fewer calories.
Figure. Intervention messages for the heart health and weight control campaigns.
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Eintentions. According to themodel at-
titudes, salient beliefs about the costs
and beneﬁts of performing behavior
have a strong inﬂuence on intentions.
In turn, attitudes are a function of an
individual's beliefs about the probabil-
ity that behavior will produce a given
outcome, weighted by the subjective
value of that outcome, ie, how desir-
able or undesirable the outcome is.
There have been several applications
of the TPB to predict food choice.
McEachan et al13 located 19 studies
and found that the TPB accounted
for 41% of variance in behavioral in-
tentions, with attitude being the
strongest predictor. It follows that a
motivational approach emphasizing
the costs and/or beneﬁts of behavior
might increase intentions to perform
that behavior. A subsequent encounter
with a prompt at the point of choice
could then translate intentions into
the planned behavior.14
Whenattempting to changebehavior,
both motivational strategies that aim
to change attitudes and intention and
the volitional strategies that aim to
transformprior intentions into behavior
are required. Effective prompting cam-
paigns therefore require 2 main ele-
ments: information about the potential
health beneﬁts of the behavior and a
sign that prompts behavior at the time
the choice is made. Providing informa-
tion about the beneﬁts of behavior in
the motivation phase is consistent
with the idea of prompting individ-
uals toward a healthier alternative in
the volitional phase. Multiple compo-
nent interventions are superior to a
single prompt at the choice point for
stair-climbing interventions10,11 and
may also be superior for food choice.4
This research set out to develop both
motivational and volitional strategies
for use in a multicomponent point-
of-choice intervention for food in
workplace cafeterias. The optimal
format for point-of-choice labels is
currently unknown. However, survey
studies identify calories as the infor-
mation on menu labels that would
have the greatest inﬂuence on item se-
lection.15,16 In terms of how calories
are displayed, Bleich and Pollack17
found an almost equal split in prefer-
ence for calorie counts, physical activ-
ity equivalents, and percentage of
recommended daily amount (RDA)
in the US. Evidence on using symbols
instead of numeric information to
RFLA 5.4.0indicate nutritional quality is currently
unclear.18 Optimal message content
and placement of campaign messages
in cafeterias to increase motivation
to use point-of-purchase labels is also
unknown. Dominant dual process
models of persuasion such as the Elab-
oration LikelihoodModel19 argue that
attitude change is most likely when
health communicationpresents a strong
argument. However, little research has
been conducted on what constitutes
a strong argument.
Qualitative research exploring em-
ployee food choice, nutrition knowl-
edge, and information provision in the
workplace is limited. For food choice,
studies have shown that cost, conve-
nience, limited availability of afford-
able healthy food, and time constraints
and deadlines imposed on staff are
the main barriers to healthy eating
at work.20 Regarding nutrition knowl-
edge, this is often assessed quantita-
tively; the way in which people interpret
and use this information is rarely
captured. Qualitative studies often
address this as background informa-
tion and a possible determinant of la-
bel understanding and use. Much of
this work is stakeholder-initiated; it
is conducted by market research com-
panies, contains no information on
modes of data analysis, and has not
gone through the quality control of
refereed publications.21 Studies in aca-
demic research, however, are typically
small and involve mostly women,22
but they have shown that people cate-
gorize the healthfulness of food inmul-
tiple ways. Individuals consider speciﬁc
foods, components such as fat within
food, the way food is produced, those
foods for which intake should be
restricted, and dietary goals.23 They
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knowledge of dietary fats24 and that
although participants are familiar with
the notion of calories, they do not al-
ways understand how to apply it.25
As outlined earlier, this study aimed
to develop campaigns and associated
point-of-choice prompts to inﬂuence
food choice in workplace cafeterias.
Formative focus groups explored em-
ployees' interpretations of healthy
eating, their knowledge of different la-
beling strategies, nutrition informa-
tion, factors affecting food choice at
work, and the best way to prompt
changes in behavior. The researchers
then analyzed this information to guide
the development of campaignmessages
that targeted attitudes and intentions
to encourage healthy choices in the
work cafeteria. In addition, the preferred
information and type of display for
the prompts was explored. For these
completelynewelements, a second stage
of focus groups explored comprehen-
sion of the materials and optimal
placement within the cafeteria.
OFMETHODS
Study Design and Participants
Eight focus groups were conducted in
total. Six formative focus groups (n ¼
36) were conducted to guide campaign
development. A further 2 evaluative/
conﬁrmative focus groups (n ¼ 17)
were conducted to explore motiva-
tional properties and comprehension
of the campaignmaterials and optimal
placement within the work cafeteria.
The Figure shows the intervention
messages. Two moderator guides
(Supplementary Figure 1) were devel-
oped to explore the domains of7:51 pm
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Ointerest. The moderator guides were
semi-structured in that each group
was asked the same key questions but
was free to talk about issues that were
of interest. The key questions were
designed to themeet the speciﬁc infor-
mational goals identiﬁedby the research
team. The face validity of each guide
was established by asking the opin-
ions of 2 experts in the ﬁeld. All study
procedures and related documents
received approval from the University
of Birmingham ethical review board.
Focus groups were conducted at the
university. Participants were recruited
by e-mails sent to all nonacademic staff
in the College of Life and Environ-
mental Sciences. To qualify, participants
had to be a current nonacademic mem-
ber of staff employed by the university
and to have purchased food from the
university cafeteria within the past 2
weeks. A questionnaire was used to
establish eligibility. A total of 43 peo-
ple responded to the invitational e-mail,
39 of whommet the inclusion criteria.
A second questionnaire was e-mailed
to eligible participants asking them
to provide information about their
sex, age, ethnicity, and self-reported
height and weight so that researchers
could calculate their body mass index
(BMI). Three participants did not arrive
for their focus group. Subsequently, 36
participants took part in the formative
focus groups and 17 participants re-
turned to pretest the intervention ma-
terials during the evaluative phase.
Participantswho arrived for their focus
group received £20 ($30.60). E
Focus Group Discussions
Focus groups followed the procedures
set out by Krueger.26 The focus groups
were facilitated by 2 researchers with 1
researcher acting as the moderator and
the other observing, taking detailed
notes, and summarizing for the partici-
pants at the end of the group to conﬁrm
the accuracy of the notes. Focus groups
lasted for approximately 60 minutes,
contained between 4 and 9 partici-
pants, and were homogeneous for sex
and weight status (BMI, 18.5–24.9 ¼
normal weight range; BMI$ 25¼ over-
weight27); this allowed the researchers
to identify commonalities and differ-
ences between groups. At the beginning
of each session, participants were noti-
ﬁed of the rules, format, and procedure
RFLA 5.4.0 DTfor the discussion. After reading a state-
ment of objectives and assuring pri-
vacy, discussions were recorded.Analysis
Focus group discussions were tran-
scribed verbatim and coded themati-
cally by 1 member of the research
team (coder) using a constant compara-
tive approach.28 Transcripts were com-
pared with detailed notes taken by the
observer during the session to verify
their accuracy. Inter-rater reliability
was checked following the procedures
carried out by Gough and Conner.29
Three members of the research team
were asked to allocate speciﬁc quota-
tions to the core themes identiﬁed by
the coder. Codes and themes were
then revised until a high level of corre-
spondence was reached, ie, $ 95% of
quotations were allocated to the correct
core themes. This was calculated using
the joint probability of agreement
method, ie, number of times a team
member agreed with the coder / total
number of quotes  100. RO
Intervention Development
Results fromthe formative focusgroups
were used to guide the development of
3 campaign messages (Figure) and a
prompt (Supplementary Figure 2).
Although the main target of the inter-
vention was weight control, reduced
caloric intake can also be produced by
targeting saturated fat in relation to
heart health. A gram of saturated fat
contains twice as many calories per
gram as protein or carbohydrates.30
Thus, reducing saturated fat consump-
tion will have a proportionally greater
impact on caloric intake compared
with reduced intake of other nutrients.
The campaign messages were con-
structed in accordance with the TPB to
inﬂuence motivation by providing in-
formation about the possible beneﬁts
of behavior. According to Salovey,31
messages that emphasize beneﬁts are
gain-framed and should help to facili-
tate preventive behaviors. This compo-
nent was designed to orient consumers
to the presence of a subsequent point-
of-choice label, alert those who wish
to change that there is a healthier op-
tion, and give them a reason why they
should choose the behavior and how
IS
ED
 D  JNEB1440_proof  10 December 2015  7:it will help them achieve the outcome
related to health.
The ﬁrst message was created to
highlight the link between saturated
fat and heart disease. The message
urged consumers to eat less saturated
fat to live 6 years longer (ie, beneﬁt or
gain). The information was based on a
study by Tsevat et al,32 who modeled
increases in life expectancy by reducing
serum cholesterol. They projected an
increase of 4.2 years for men and 6.3
years for women when serum choles-
terol was reduced to 200 mg/dL. The
second message was designed to high-
light foods that are high and low in
saturated fat and urged consumers to
ditch and switch for the beneﬁt of a
healthyheart. The thirdmessage focused
on soft drink consumption to raise
awareness about the calories in sugary
drinks and their impact on weight.
This message urged consumers to
switch to a sugar-free alternative to
save 51,000 cal/y—a stone in weight.
This was based on the idea that a
typical soft drink contains around
140 cal. If consumed every day for a
year, this would equate to 51,100 cal.
The number of calories consumed
over a year was then divided by the
number of calories in 1 lb of fat, ie,
3,500 kcals. This equates to 14.6 lb
or just over a stone in weight.
When designing the prompt, the
main objective was to summarize the
amountof calories or gramsof saturated
fat in different foods typically eaten in
their entirety, eg, a whole banana, amain
meal, using a non-numerical format.
For this reason, pie charts were used
because they provide a simple illustra-
tion of numerical proportion andmay
facilitate rapid judgments about the
amount of calories or grams of satu-
rated fat in food relative to the RDA.33
FRESULTS
Formative Focus Groups
Sixty-one percent of participants were
female and 75% were of white British
ethnicity. Mean age was 33.8 years
(SD, 8.96 years). Thirty-three percent
of participants were overweight ac-
cording to their BMI. On average, par-
ticipants purchased food from the work
cafeteria twice a week. Self-reports re-
vealed that women (mean, 2.64; SD,
1.43) purchased food more often
than did men (mean, 1.79; SD, 1.37),51 pm
4 Thomas et al Journal of Nutrition Education and Behavior  Volume-, Number-, 2015
although not signiﬁcantly so (t[34] ¼
1.77; P > .5), and normal weight indi-
viduals (mean, 2.42; SD, 1.42) pur-
chased food somewhat more often than
did overweight individuals (mean,
2.08; SD, 1.44), although again, this
was not signiﬁcant (t[34] 0.65; P >
.05). The Table provides a demo-
graphic breakdown of participants by
focus group.Interpretations of healthy eating.
Participants described healthy eating
as (1) consuming 5 portions of fruits
and vegetables a day, (2) incorporating
protein from animal sources including
ﬁsh, (3) limiting intake of fat, and (4)
having a variety and balance of foods
every day. Participants also categorized
healthy eating in terms of speciﬁc foods,
food components, foods requiring re-
striction, health risks, and dietary goals.
Health risks associated with a poor diet,
characterized by the consumption of
foods high in saturated fat, salt (eg,
pizza, burgers, and ready-made meals),
and processed sugar (eg, candy, cookies,
and chocolate), weremainly obesity and
heart disease: ‘‘Toomany fats and salts
can lead to coronary heart disease and
those sorts of related diseases’’ (normal
weight female). Weight control and
good health were participants' main
dietary goals.E
Factors affecting food choice at work.
Participants said that cost, time, taste,
ability to satisfy hunger, and the food
environment inﬂuenced their food
choices at work. Cost was the most
important factor because many partic-
ipants reported that healthy foods
were more expensive: ‘‘You tend to
ﬁnd that the healthy option can be
more expensive, which is a bit of a
turn-off’’ (overweight male). Time to
R
Table. Demographic Characteristics of Pa
Focus Group n Sex
Mean
Age (SD) M
1. Normal weight 8 Female 30.4 (8.8)
2. Overweight 7 Female 38.3 (10.6)
3. Normal weight 7 Female 34.1 (5.6)
4. Normal weight 4 Male 32.3 (3.3)
5. Normal weight 5 Male 37.0 (15.2)
6. Overweight 5 Male 30.8 (15.2)
7. Normal weight 8 Female 29.3 (6.0)
8. Overweight 9 Female 43.9 (11.8)
FLA 5.4.0eat and the food environment were
also important because work sched-
ules, long lines, and the availability of
poor nutritional choices meant that
participants found it difﬁcult to eat a
healthy lunch at work. Special dietary
requirements, food allergies, intoler-
ance, and restricted diets were inﬂu-
ential factors for women in this study.
Health was a consideration, but only
for normal weight participants. For
many participants, providing infor-
mation about calorie content and
reducing cost would facilitate healthy
choices when food was available for
purchase at work.How people use and interpret nutri-
tion information. Most participants
said that they look for calorie totals
and saturated fat content when mak-
ing judgments about the healthiness
of food. Normal weight participants
said they also look for sugar content.
Most people interviewed said they use
the nutrition facts panel or front-of-
pack labeling to ﬁnd this information
when purchasing food from the super-
market, but the media and advertising
were also key sources of nutrition in-
formation for some. Participants re-
ported that nutrition information was
not always available when purchasing
food in the work cafeteria, especially
when food was served hot or without
packaging. In this instance, participants
rely on color, freshness, knowledge,
experience, and guesses to determine
whether food is healthy: ‘‘You have to
rely on experience, but it's difﬁcult. I
do quite a bit of cooking and if you
cook you tend to know what's healthy
and what's not’’ (overweight male).
When asked what nutritional informa-
tion they would like to receive about
food at work, participants listed all of
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Mean Body
ass Index (SD)
Mean Cafeteria
Purchases/Wk (SD)
22.8 (1.5) 3.3 (1.3)
29.6 (5.1) 2.4 (1.5)
21.0 (2.0) 2.1 (1.5)
23.5 (1.5) 1.0 (0.0)
22.0 (2.4) 2.6 (1.7)
27.7 (2.2) 1.6 (1.3)
22.2 (1.5) 2.9 (1.3)
28.5 (4.8) 2.6 (1.8)
DTD  JNEB1440_proof  10 December 2015 the nutrients currently provided on the
front of most prepackaged foods, ie,
calories, total fat, saturated fat, carbo-
hydrates, and salt. Calories and saturated
fat were deemed the most important in
all focus groups. Fiber was the least
important for women in this study.
Many participants said that nutri-
tion information was hard to read or
interpret. Women reported that food
items typically consumed in their en-
tirety should be labeled as such
because calculating the calories or nu-
trients on food labels per 100 g or per
serving was confusing. They said that
they would not do the math required
to translate the information into the
actual number of calories or nutrients
consumed: ‘‘Even when it tells you
the weight of the actual product and
the nutritional information is for
100 g, I'm not gonna do the maths’’
(normal weight female). Men said
that they used the nutritional infor-
mation per 100 g to compare products
and determine their healthfulness.
Normal weight participants reported
that reference intakes were not always
available, which made it difﬁcult to
gauge how a particular food ﬁt into an
overall daily diet: ‘‘If that's [RDA] not
there and you don't know it, then that
is almost certainly confusing’’ (normal
weightmale). Theywere also concerned
that reference intakes were based on
average values and were not suitable
for everyone because nutritional re-
quirements vary with age, sex, weight,
and activity levels, ‘‘Participant X [name
made anonymous] and my RDAs are
quite different’’ (normal weight male).
The majority of men and overweight
women interviewed said that they
did not understand information about
dietary fat, eg, good and bad fats, even
though this was the nutrient about
which they were most likely to ex-
press concerns:
Knowing what the saturated fats,
polyunsaturated fats, and all the
different types of fats are. You get
bombarded with so many different
types of things on news reports or
academic reports about what's
good for you and what you should
eat and it all kind of blends in, it
kind of goes in and you don't really
understand. (overweight male)
OFOptimal format and location for
nutrition information. Participants7:51 pm
Journal of Nutrition Education and Behavior  Volume-, Number-, 2015 Thomas et al 5
V
Owere asked to consider the optimal
format and the most appropriate loca-
tion for nutrition information at
work. Each focus group favored the
trafﬁc light system because of its fa-
miliarity and ease of use:
It's what's simple and quick, isn't
it, because you almost don't need
to look at the words, you recognize
what red would mean and what
green would mean, so when you're
in a rush you can quickly look,
yeah, this is all right, and off you
go. (normal weight female)
Participants also liked the wheel
of health (which they described as a
pie chart). Normal weight participants
described how reference intakes were
a useful way to summarize nutritional
content as they related food to a total
diet. Most participants said that they
wanted nutrition information avail-
able to them at work, in the cafete-
ria, placed next to the target meal or
product:
A sign by the food, because you can
just have a look at the sign and go,
yeah, I'll have that sandwich, or
no, I won't. So if there is a sign
directly by where you are purchas-
ing your food from, it makes it
easier. (normal weight female)
A preference for prompts positioned
at the food was followed by informa-
tion onmenu boards and places where
people line up, because this would
give them time to read and think about
the information before making their
choice:
When you're actually queuing,
perhaps that's when you can have
the stations, perhaps periodically
spaced where you can have the chart
and you can say, Oooh, that would
be a healthier option, where you've
got time to think about it, then,
before you get to the food and get
to the till. (normal weight female)
REEvaluative/Confirmative Focus
Groups
Results from the formative focus
groups were used to guide intervention
development. Seventeen participants
returned to pretest the intervention
materials. All of the participants were
female and 77% were white British.FLA 5.4.0 DTThe mean age was 36.56 years (SD,
11.79 years). A total of 53% were over-
weight. The Table shows a breakdown
of participants by focus group. On
average, participants purchased food
from the work cafeteria 3 times a week.
Normal weight individuals (mean,
2.88; SD, 1.25) purchased food some-
what more often than overweight
people (M, 2.63; 1.77), although not
signiﬁcantly so (t[14] ¼ 0.33; P > .05).Motivational component: message
content. The messages were well rec-
eived in both groups, although some
participants felt that the length of the
ditch and switch campaigns would
not attract them to read the informa-
tion in the ﬁrst place. Despite this,
most said that they would read the
information if they were lining up
for food. Concerning the heart health
and saturated fat campaigns, both
focus groups liked the caption ‘‘Eat
less saturated fat and live up to 6 years
longer’’ because it presented a strong
argument and a bold scientiﬁc claim:
‘‘I like the ﬁrst sentence; I think it's
got quite an impact’’ (overweight fe-
male). They also liked the supporting
information describing how saturated
fat affects heart health because it
added credibility to the message: ‘‘I
think the statistics and the facts are
good; it reinforces the messages and
gives people a reason to do them’’
(normal weight female). Some partici-
pants suggested that the message was
more likely to resonate with older
workers than young people: ‘‘I think
if you're young, you might not even
care because 6 years might not be
nothing then; the older you are, it
might mean a lot’’ (normal weight
female).
Participants really liked the slogan
‘‘Ditch and switch’’ because the word-
play was ‘‘catchy’’ and ‘‘memorable’’
and urged them to take immediate ac-
tion: ‘‘It's more a call to action, really,
isn't it?’’ (normal weight female). Par-
ticipants liked the idea of food swaps
but criticized the campaign because
the healthy substitutions did notmoti-
vate them to eat healthy: ‘‘I'm drooling
over what's listed on the bad side, but
when you look at what's on the right,
I think is that all I've got to eat, that's
pretty boring and it doesn't encourage
me to want to eat healthy’’ (normal
weight female).
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campaigns and their ability tomotivate
behavior change, there was a mixed
response. For some, the campaigns
would motivate behavior change if
they read the information while wait-
ing on line because the information
gave them a reason why they should
choose the behavior. Others said that
factors such as cost and the food envi-
ronment would override the beneﬁts
even if the message motivated them
to change their behavior:
I would think about changing my
option, but then it's always more
expensive to get the healthy option.
If I've only got £2 in my purse and I
can't afford the healthy option,
then I'm going to carry on with
what I've got. (normal weight fe-
male)
There was mixed opinion about the
weight loss campaign. Some over-
weight participants were put off by the
suggestion of switching to a sugar-free
alternative: ‘‘I don't like it because it
might be less calories, but it's not neces-
sarily good foryouwith the sweeteners’’
(overweight female).Otherparticipants
were clearly motivated by losing
weight: ‘‘I think the message is good. A
stone in weight for the year is good;
50,000 cal is a hell of a lot for a year’’
(normal weight female). Many partici-
pants said that they forget to count
liquid calories. For normal weight par-
ticipants, providing information about
liquid calories was a new and inter-
esting message: ‘‘I think it's really
good; people don't realize how many
calories there are in everything they
drink’’ (normal weight female). Partici-
pants in both focus groups said that in-
formation about the calories in food
would be better in a cafeteria environ-
ment and that information about
liquid calories would be more appro-
priate and inﬂuential next to ofﬁce
vending machines. Everyone liked the
slogan ‘‘Ditch and switch’’ for the rea-
sons outlined earlier.
FVolitional component: comprehen-
sion, usability, and acceptability of
the prompts. Normal weight partici-
pants were comfortable with the mean-
ing of the pie chart and understood
how to use it to guide their choice:
‘‘When I was weighing up 2 meals, if I
wanted both equally, I'd pick the one51 pm
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with the smaller slice’’ (normal weight
female). Most felt that the pie charts
were quick and easy to use: ‘‘I like that;
it's really quick, so when you're under
pressure you've got your pie icon,
yeah, it's quick, I like that’’ (normal
weight female). However, pie charts
were not seen as easy as the trafﬁc light
system. For the second focus group, the
prompts were redesigned to incorpo-
rate the trafﬁc light system. Green was
the healthiest choice and red the least
healthy. Surprisingly, with this format,
participants had difﬁculty understand-
ing the prompt and described it as
overly complicated and confusing: ‘‘I
think, keep it to one color and then
start to increase the pie’’ (overweight fe-
male). Participants in both focus groups
were concerned that the prompts failed
to consider other key nutrients, which
meant that they were unable to make
an informed decision about the overall
healthiness of the product:
It doesn't take into account other
stuff, so it might be low in saturated
fat but really high in sugar, and I
think it's quite dangerous to judge
all your food on howmuch saturated
fat is in it. (overweight female)EDISCUSSION
Participants in this study wanted nutri-
tion information available to them
when purchasing food at work, espe-
cially information about calories and
saturated fat because this would facili-
tate healthy choices. They also wanted
an estimate of how many calories they
needed, ie, a reference intake based
on their sex, age, and activity level.
For many participants, current nutri-
tion information was hard to read
and interpret. Women did not want
to do the math to convert nutrient
levels from per 100 g or per serving
to per portion consumed. There was
confusion about the differences between
saturated and unsaturated fat. This is
consistent with earlier ﬁndings.24,34
In the absence of nutrition information,
participants relied on guesswork to
determine whether food was healthy.
This is problematic because consumers
often underestimate calories and fat
in foods eaten away from home.35 Par-
ticipants in this study had limited time
to eat at work, so they wanted simple
color-coded information that allowed
RFLA 5.4.0them to judge at a glance whether a
product had too many calories or too
much saturated fat. They wanted this
information next to the target meal
or product, onmenu boards and places
where they lined up for food. This sug-
gests that effectiveprompting campaigns
require 2 elements: information before
the choice is encountered and a sim-
ple uncomplicated sign that prompts
behavior at the time the choice ismade.
Consistent with the ﬁndings of Bi-
sogni et al,23 participants in this study
categorized healthy eating in terms
of speciﬁc foods, food components,
and those requiring restriction. It is
encouraging that participants' under-
standing of healthy eating conformed
to United Kingdom government die-
tary guidelines33 and that they were
knowledgeable about issues regarding
food and health. Despite this, health
did not take precedence when partici-
pants purchased food at work. Similar
to the results of Pridgeon and White-
head,20 external factors such as cost,
time to eat, and the availability of
healthy food exert a greater impact
on food selection at work, as they do
in general.36 Many factors that deter-
mine food choice at work are outside
the control of individual employees.
This highlights the need for organiza-
tions to create a supportive healthy
eating environment: for example,
by reducing the cost of healthy food,
providing workers with adequate
time to eat their meal, and offering
healthier food options in the staff caf-
eteria. Indeed, some studies have
shown that price modiﬁcations can
be more effective than health promo-
tion messages to motivate people to
purchase healthier items.37 Even when
a supportive healthy eating environ-
ment at work is available, consumers
may value variables such as taste and
ability to satisfy hunger more highly
than they do health, which makes
these variables barriers to using nutri-
tional information inmost food choices.
Nonetheless, participants in this study
wanted nutrition information avail-
able to them when purchasing food
at work, even if it did not always inﬂu-
ence their selection. This echoes pre-
vious research in which 76% of US
adults indicated that such informa-
tion would be at least somewhat use-
ful in making healthier choices.17
Concerning the volitional aspects
of the intervention, participants in
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plicated label placed next to the
target meal or on menu boards to
signpost healthy choices. In other
words, they wanted a cue at the time
the choice was made, to ensure that
the opportunity for action was not
missed. Concerning the motivational
aspects, it stands to reason that people
have more time to read and think
about information in places where
they line up for food, so they are
much more open to persuasive mes-
sages. This supports the idea that
there are 2 distinct phases in initiating
action that require a multicomponent
approach: a motivational phase dur-
ing which people consciously consider
information, weighing the costs and
beneﬁts of behavior; and a volitional
phase that culminates in actual per-
formance.
In terms of the format for the voli-
tional component, the level and
extent of information that is required
at the point of choice are driven by in-
dividual dietary goals and thus the
need to focus on particular informa-
tion. Many participants identiﬁed cal-
ories as the information that would
have the greatest inﬂuence on item se-
lection, which is consistent with a
previous report.21 Saturated fat ranked
second. Regardless of this, providing
information on 1 key nutrient in the
second round of focus groups did
not provide the breadth of informa-
tion participants wanted to make a
conﬁdent decision about the overall
healthiness of a product. Instead, par-
ticipants wanted information about
calories, total fat, saturated fat, sugar,
and salt in 1 simple, easy-to-use format.
This supports the work of Hwang and
Lorenzen,38 who found that multiple
types of nutrition information were
more effective and credible than
only 1 type. Nonetheless, attempts
to satisfy all information needs in a
particular label are likely to result in
label overload.39 The aim of point-of-
choice prompts is to act as a quick
reminder, indicating healthier alter-
natives. It seems unlikely that a single
prompt could provide all of the infor-
mation participants require and still
be expected to work. Compromises
may have to be made between infor-
mational content anda simply formatted
label.
Calculating the values on labels, ie,
converting nutrient levels from per
OF7:51 pm
Journal of Nutrition Education and Behavior  Volume-, Number-, 2015 Thomas et al 7
V
O100 g or per serving to per portion
typically consumed at the point of
choice, was neither interesting nor a
priority for many participants. There-
fore, point-of-choice labels should rely
on tasks that consumers ﬁnd easy in
time-pressured situations, such as
product comparison (per portion typi-
cally consumed, not per 100 g) and
high–low judgments.31 Participants
said that the pie charts were quick
and easy to use. They understood
that the slice of pie represented the
number of calories or grams of satu-
rated fat in foods typically consumed
in their entirety. They also under-
stood how to use the pie charts to
compare products. It is unclear whether
participants understood how to use
the pie charts to judge the amount
of calories or grams of saturated fat
in food relative to recommended
nutrient intakes. It was also unclear
whether the pie chart should repre-
sent needs per meal or as a proportion
of daily needs. When these reference
intakes were compared using calorie
counts, 61% of participants preferred
the needs per meal format.40
Regarding themotivational compo-
nent, reports suggest that participants
prefer messages that are concise and
unequivocal and urge the reader to
take immediate action. The message
must also give readers a reason why
they should choose the behavior, pro-
mote the beneﬁts, and explain how
the behavior will help them achieve
the outcome related to health. For
decades, public health organizations
have warned consumers about dietary
fat and its effect on weight, choles-
terol, and heart disease. Evidently par-
ticipants were aware of those health
risks but felt that informationwas con-
tradictory, which left them confused
about which fats to eat and which to
avoid. This confusion stems from con-
ﬂicting advice about nutrition from ex-
perts and the media (see quote at the
bottom of p. 4). Indeed, the media and
advertising were important sources of
nutrition information for participants.
Shortcomings of the current study
included limited generalizability of the
qualitative data and an inability to
predict how the intervention might
affect real choice behavior. It is also
possible that the bias in the sample,
ie, a higher proportion of women
and white British than men and other
ethnic groups, could threaten general-
REFLA 5.4.0 DTizability. The overrepresentation of
women may reﬂect the fact that
women report a greater interest in
menu labeling than do men.41 Self-
selection may also mean that those
who volunteered for the focus groups
were more interested in nutrition and
menu labeling. Focus group dynamics
might have inﬂuenced the informa-
tion that participants decided to share
or not. Finally, the researchers are
unable to predict whether the inter-
vention would have had a positive in-
ﬂuence on overweight and obesity.
Despite these limitations, focus groups
are a valuable tool for gathering de-
tailed information about how people
feel and think about menu labeling
strategies.42IMPLICATIONS FOR
RESEARCH AND
PRACTICE
Work-based nutrition interventions
have the potential for broad reach.
However, barriers such as cost, time
to eat, and the availability of healthy
food at work may shape choices to
a greater extent than can nutrition in-
formation. This study identiﬁed calo-
ries and saturated fat as information
on menu labels that would have the
greatest inﬂuence on food selection
at this worksite. Participants want
this information at the time the choice
ismade, to ensure that the opportunity
for action is not missed. Conversely,
they havemore time to read and think
about information in places where
they line up for food, so at this point
they are much more open to persua-
sive messages. This supports the idea
that the 2 distinct phases in action
initiation may be better served by a
multicomponent approach. The qual-
itative data support the use of pie
charts to indicate nutritional quality.
However, further work is required to
explore how consumers use the pie
charts, ie, for product comparison,
part–whole judgments, or both, and
how effective they may be to facilitate
healthy choices. It is also clear from
the current ﬁndings that the more
that health professionals can agree
on a set of clear and consistent mes-
sages based on current scientiﬁc
knowledge, the sooner recommenda-
tions for a healthful diet will be
accepted and followed.
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